Introduction
It has long been known that parenting a child with a developmental disability presents multiple challenges to the family across the lifespan. The very fact of the child's disability would be distressing to any parent, and early 1 3 even evidence of more treatment episodes and longer hospitalizations for psychiatric disorders in mothers of these children, despite no previous psychiatric history (Fairthorne et al. 2016) .
A meta-analysis of studies with mothers of children with ASD included a number of different measures of parenting stress (Hayes and Watson 2013) . Findings showed greater parenting stress in mothers of children with ASD than in mothers of children with typical development (TD), or as compared to mothers of those with some other disability, with large effect sizes in both comparisons. Indeed, parents of children with ASD have been reported to experience levels of stress and biological indicators similar to individuals with post-traumatic stress disorder (Casey et al. 2012) .
Behavior Problems and Mental Disorders in Children with ID or ASD
A primary source of parenting challenges is the disruptive behavior disorders that are more frequently seen in youth with ID and/or ASD. Studies focused on children and adolescents with ID have reported rates of behavior problems about three times as high as rates in cognitively typical youth (Baker et al. 2003; Emerson and Einfeld 2010) , and studies that have examined specific behavior disorders have found this same heightened risk (Dekker and Koot 2003; Baker et al. 2010) . Other studies, using a variety of questionnaire and interview methods, have found co-morbid behavioral disorders at very high rates in youth with ASD. In a UK population based study, Simonoff and colleagues (2008) extracted a stratified randomized sub-sample of 112 youth, aged 10-13.9 years and diagnosed with ASD. Fully 70.8% met criteria for at least one psychiatric disorder, the most prevalent being social anxiety disorder (29.2%), attention deficit hyperactivity disorder (28.2%) and oppositional defiant disorder (28.1%). Lundstrom and co-workers (2015) , in a nationwide study, conducted phone interviews with parents of all 9 year olds born in Sweden over a 10-year period (n = 19,130) . Interviews utilized well-validated modules assessing ASD and eight psychiatric disorders (Hansson et al. 2005) , and also asked direct questions about ASD. The diagnosis was confirmed against a National Patient Register. Half (50.3%) of the 190 children with ASD had four or more coexisting psychiatric disorders, and only 4% had no concomitant disorder. We note that the above-cited studies of behavior disorder prevalence were based on large community samples; while many of the children were likely participating in some kind of intervention, the samples were not drawn from clinic or treatment-seeking populations.
While most studies of co-morbid disorders in ASD have limited the focus to children with IQs in the typical range (e.g. > 70, APA 2013), some studies included the full range of IQ. Although higher IQ is associated with lower likelihood of behavior disorders in children without ASD, the rates of behavior disorders in ASD are high in youth across the IQ spectrum (Baker and Blacher 2015; Simonoff et al. 2008; Totsika et al. 2011) .
Behavior Disorders as a Contributor to Parenting Stress and Distress
The primary focus of the present study was on how comorbid behavior disorders in adolescents with ID or ASD contribute to parenting stress and distress above the impact of the disability itself. Evidence is accumulating that a primary contributor to distress in families of youth with ASD is the child's ubiquitous behavior problems and/or mental disorders (Abbeduto et al. 2004; Olsson and Hwang 2002; Van Steijn et al. 2014) . Externalizing behavior problems are reported to have a greater adverse effect on parents than internalizing ones (Lecavalier et al. 2006; Sikora et al. 2013) . In a more nuanced comparison, Firth and Dryer (2013) reported that the behavioral and emotional impairments of the child with ASD predicted parents' overall levels of distress, but the stress associated with parenting was predicted by the severity of the child's social impairment. A longitudinal study of distress experienced by mothers of adolescents or adults with ASD involved five assessments over a 10-year period (Barker et al. 2011) . Indicators of mothers' well-being were sensitive to fluctuations in both child and mother contextual variables. For example, on occasions when behavior problems were higher, mother depression and anxiety were higher, and when adult children moved out of the family home, mothers' anxiety was lower. In the present study, mothers' parenting stress and other indicators of negative and positive well-being, were assessed in relationship to co-morbid behavior disorders in their adolescents with ASD.
We acknowledge studies suggesting that heightened psychopathology in parents of children with ASD is not exclusively attributable to the child's challenging behavior. There is also evidence that parents with pre-existing clinical levels of serious mental illness (e.g. schizophrenia) or internalizing disorders, primarily anxiety and depression, are at increased likelihood of giving birth to a child with ASD (Cohen and Tsiouris 2006; Daniels et al. 2008; Firth and Dryer 2013; McCoy et al. 2014) . We note, however, that while these studies primarily focused on parents' serious mental illness (e.g. schizophrenia) and internalizing disorders before birth of the child with ASD, the present study focused on ASD youths' externalizing behavior in adolescence and concomitant parenting stress and overall well-being.
Dispositional Optimism as a Moderator of Child Behavior Challenges and Parent Well-Being
The other primary focus of the present study was to identify parent psychological resources that moderate the effects of youth challenges on mother well-being. Despite the strong relationships found between child behavior challenges and parental well-being, some parents in the face of multiple childrearing challenges are quite resilient. While there are many resources that could moderate this relationship, one psychological source of resilience is the individual parent's positive (or negative) perspective on life. Studies have identified a number of (highly overlapping) protective domains, including hopefulness (Faso et al. 2013; Lloyd and Hastings 2009 ), hardiness (Weiss et al. 2013) , sense of coherence (Olsson and Hwang 2002; Pozo et al. 2014) , and dispositional optimism (Carver and Scheier 2014) . While each of these speak to the mindset of parents coping with life challenges, we have focused on dispositional optimism, given the considerable evidence that shows that dispositional optimism is a protective factor in a wide range of physical and mental health disorders (Carver and Scheier 2014; Peterson 2000; Taylor et al. 2011) . It is well established that dispositional optimism (pessimism), defined as generalized positive and negative expectancies about future outcomes, broadly conceived, represents relatively stable individual difference variables that promote or abate psychological well-being (Carver et al. 2010) . Optimists have a favorable outlook on life, believing that good rather than bad things will happen to them (Olason and Roger 2001) .
In mothers of children at developmental risk, dispositional optimism has related to greater positive affect and more adaptive coping strategies (Baker et al. 2005; Blacher et al. 2013; Ekas et al. 2010; Willis et al. 2016) . In one study involving mothers with young children who were either typically developing or had intellectual disability, this relationship was found to be a bit more complex. Mean levels of optimism did not differ between the two groups of mothers. However, higher optimism strongly buffered the adverse relationship between child behavior problems and parent well-being, whether assessed as stress, depression, or marital adjustment (Blacher and Baker 2007) . At low levels of child challenges, optimism was unrelated to well-being; however, at higher levels of child challenge, optimistic mothers were affected little, while pessimistic mothers were quite adversely affected. Ellingsen et al. (2013 Ellingsen et al. ( , 2014 ) studied a different outcome variable-observed positive parenting behaviors-in mothers of preschool and school age children at different levels of developmental risk. Coded interactions showed that positive parenting decreased significantly as child developmental risk level increased. This relationship, however, was buffered by mothers' dispositional optimism. Positive parenting was lowest when children were at high developmental risk and mothers were low in dispositional optimism.
Research Questions
The present study built on the literature indicating heightened disruptive behavior problems in youth with ID or ASD, and addressed their impact on mothers' well-being. With a sample of 13-year-old youth with TD, ID, or ASD, we addressed the following three primary questions: (1) Do measures of mothers' parenting stress and distress differ across diagnostic groups in early adolescence? (2) Are parenting stress and/or distress heightened when youth have comorbid behavior disorders? (3) Is the impact of youth behavioral challenges on mothers' parenting stress and distress moderated by the personality trait of dispositional optimism?
Methods

Participants
Participants were 160 youth, all age 13 years, and their families. Most (80%) of the youth with typical development (TD) and intellectual disability (ID) had been involved in a longitudinal study of child behavior problems and family adjustment that began at child age 3 years and had 10 assessments before age 13; 20% were added to the sample at age 13. In recruiting our study participants, school and agency personnel mailed brochures describing the study to families who met selection criteria; interested parents contacted the study team at the research center directly. In the present sample, 84 youth were typically developing and 28 met our criteria for intellectual disability. Recruitment of ASD youth began at our age 13 assessment; of the 48 youth with ASD, 38 entered the study at age 13; the remaining 10 had entered the longitudinal study by age 3 with TD or ID but had subsequently been professionally diagnosed with ASD.
Families of children with ID had been recruited primarily through agencies that provide diagnostic and intervention services for persons with developmental disabilities, or schools. Children in the ID group were all in the moderate to borderline range of cognitive delay, assessed by DSM IV (APA 2000) criteria. They were ambulatory, and not diagnosed with autism. Children with TD were recruited primarily through preschools and daycare programs, scored in the range of normal cognitive development, had not been born prematurely, and had no evidence of developmental disability.
Of the 48 youth with ASD, the 38 who began the study at age 13 were referred through schools. Of these, 21 were in a large private non-profit school for children with ASD where they had received comprehensive ASD evaluation and 1 3 educational services. Seventeen youth were referred from other school programs for youth with ASD. Ten youth who had begun the study at age 3 had not been diagnosed with ASD at this time, but were subsequently diagnosed with ASD by age 5 years. All youth with ASD had been diagnosed professionally using multiple indicators of ASD and had a long history of receiving services for children with ASD.
All participating youth at age 13 were administered sub-tests of the Wechsler Intelligence Scales for Children (Wechsler 2003) and their mothers were administered the Vineland Adaptive Behavior Scales (Sparrow et al. 2005) . Youth without ASD were classified as intellectually disabled (IQ < 71, n = 18), borderline intellectually disabled (IQ 71-84, n = 10), or typically developing (IQ 85 + n = 84). The youth classified as having intellectually disability and borderline intellectual disability (DSM-IV, APA 2000) had IQ scores and VABS scores below 85; they were combined in the present study and were designated as the ID group. Youth with ID versus Borderline ID did not differ significantly on any behavior disorder variable and their mothers did not differ significantly on any of the well-being variables. The typically developing (TD) youth had IQ scores of 85 or higher, and were assigned to this condition regardless of VABS scores. Youth classification in the autism spectrum disorder (ASD) group was based on the diagnostic history of autism. There was a wide range of IQ within the ASD group, from ID (n = 13) and borderline ID (n = 10), to typical cognitive development (n = 25). Table 1 shows demographic characteristics at youth age 13, by group status. In the combined sample, there were more boys (61.2%) than girls. Child sex differed by group, due to the expected high percent of males in the ASD group (79.2%). Youth race/ethnicity was distributed as follows: 55.8% white, non-Hispanic, 17.3% Hispanic, 8.6% African-American, 1.5% Asian American and 16.8% classified by parents as "other." Most (73.8%) mothers were married. Mother race/ethnicity was 69% white, non-Hispanic. The socioeconomic status was generally high; 51% of families had an annual income above $70,000, and 53% of mothers were college graduates. As shown in Table 1 , there were no significant between-group differences in: child race/ethnicity, mothers' age, race/ethnicity, marital status, or family income. Mother education differed across groups, and was co-varied in analyses where it also related significantly to the dependent variable.
Procedures
The Institutional Review Boards of the participating universities approved all procedures; all research staff and project personnel were qualified to perform study-related procedures. Mothers and their adolescents came to the research center for an assessment session lasting 2-3 h. The session began by reviewing procedures and obtaining informed consent. All youth whose cognitive development was in the typically developing range also completed an informed consent form. During the center visit, measures of relevance to the present study included assessments of youth intelligence, adaptive skills, mental health diagnoses, and family demographics. Questionnaire measures of youth behavior problems and parent well-being were obtained in separate batteries completed independently by mothers and fathers, either at the center or at home and returned to the center. Families received a $75 honorarium for their participation in the assessment.
Measures
Youth Intelligence and Adaptive Functioning
Two measures, of youth intelligence and adaptive behavior, were administered for purposes of determining group status (TD or ID).
Wechsler Intelligence Scale for Children-Fourth Edition (WISC-IV; Wechsler 2003) . Full Scale IQ (FSIQ) at youth age 13 years was estimated using three subtests of the WISC-IV (Vocabulary, Matrix Reasoning, and Arithmetic) administered to the youth. Sattler and Dumont (2004) reported that this prorated IQ correlated highly (r = .91) with the FSIQ from the full WISC-IV administration. While they did not specify whether this correlation was consistent across row et al. 2005) . The VABS is a commonly used semi-structured interview that asks the caregiver to report on adaptive behaviors that the youth usually demonstrates. The standardized Adaptive Behavior Composite score was used, which has a mean of 100 and a SD of 15. This score was comprised of three subscales: communication, daily living skills, and socialization. The VABS has excellent validity and reliability (de Bildt et al. 2005) .
Youth Behavior Problems and Mental Disorders
Child Behavior Checklist for Ages 6-18 (CBCL; Achenbach and Rescorla 2001) . Youth behavior problems were assessed with the widely used CBCL, completed by mothers. For each of the 113 problems listed, the respondent indicates whether it is "not true" (0), "somewhat or sometimes true" (1), or "very true or often true" (2). The CBCL yields a total score, two broad band scales (Externalizing and Internalizing), 7 narrow band scales, and 6 clinical scales that map onto specific diagnoses. In the present study, only the total score was used. The CBCL has high concurrent validity (Achenbach and Rescorla 2001; Braet et al. 2011) . The internal validity (coefficient alpha) for the CBCL total score in the present sample was 0.97.
NIMH Diagnostic Interview Schedule for Children version IV (DISC; Schaffer et al. 2006 ). The DISC, administered to mothers in the present study, is a highly structured diagnostic interview covering DSM-IV (APA 2000) criteria for child psychiatric disorders; these interviews were scored, for this study, following criteria in DSM-5 (APA 2013) . Respondents are asked about the presence of symptoms that fall under the major diagnostic categories and also the degree of impairment. The DISC (all versions) has undergone extensive testing, refinement, and revision (Shaffer et al. 1993) and has shown good test-retest reliability as well as concurrent and predictive validity for ADHD and ODD diagnoses (Friman et al. 2000; McGrath et al. 2004 ). In the present study, we administered the ADHD and ODD modules to every parent. We also read a brief summary of the diagnostic criteria for Conduct Disorder (CD) and went on to administer that module to those parents (n = 15) who acknowledged it somewhat applied. Of these, only 4 youth met diagnostic criteria for CD, too few for further analyses.
Parent Stress and Well-Being
Family Impact Questionnaire (FIQ; Donenberg and Baker 1993) . The FIQ is a 50-item parent report questionnaire that asks about the "child's impact on the family compared to the impact other children his/her age have on their families" (e.g. Item 1: "My child is more stressful.") Parents endorse items on a 4-point scale ranging from (1) "not at all" to (4) "very much." Of the six scales, those of interest here are the composite 20-item negative impact score and the 7-item positive impact score. Alphas were 0.94 and 0.84 respectively in the present sample. The FIQ negative impact score is considered an indicator of parenting stress, and does not assess child ability or challenging behavior. It was designed to avoid the circular reasoning of stress measures that ask about child challenges and then infer parenting stress from these (e.g. Parenting Stress Index, Abidin 1990 ). However, although conceptually different, the FIQ negative impact score relates highly to the Parenting Stress Index Child Domain scores (r = .84; Donenberg and Baker 1993) .
Symptom Checklist (SCL, Derogatis and Coons 1993) . This 35-item version of the longer SCL questionnaire assesses dimensions of adult mental health (somatization, interpersonal sensitivity, anxiety, depression, and hostility). Item responses range from (0) "not at all" to (4) "extremely," so the total score can range from 0 to 140. In the present sample, the total score alpha = 0.95.
Life Orientation Test (LOT; Scheier et al. 1994 ). The LOT is a six-item (plus four filler items) self-report measure of dispositional optimism, or generalized positive (or negative) expectancies about the future. Sample items include: "In uncertain times, I usually expect the best," and "If something can go wrong for me, it will." Each item is rated on a 5-point scale ranging from (0) "I disagree a lot" to (4) "I agree a lot." Answers to three negatively worded items are reversed and the six items are summed for scoring (possible range 0-24). Alpha for the present sample = 0.79.
Results
Analyses
Child developmental status (TD, ID, ASD) and diagnostic status (behavior disorders in the clinical range) were examined in relation to the three indicators of mothers' psychological well-being. Analyses were conducted with SPSS v24. Reported p values were not adjusted for multiple comparisons, though we set p < .01 as the criterion for statistical significance in most analyses. The first question, about the relationship of youth status to mother well-being, was addressed with three one-way ANOVAs, and LSD post-hoc tests. The second question, about the added effect on mother well-being of youth psychiatric disorder, was addressed in three general linear models; DVs were the mother wellbeing variables and IVs were the three-level youth status group and two-level clinical diagnosis variables. The third question, about the additive effects of mother's dispositional optimism, was examined in two ways. First, in six regression analyses, we examined the contributions of group status, youth behavior disorders, and mother optimism to parenting stress and psychological symptoms. Second, we created a youth risk variable, by dividing youth challenges (status and diagnosis) into a three-level risk variable, and dividing optimism scores into high, medium, and low thirds. We examined main and moderating effects of optimism on relationships of risk and mother well-being.
Correlations Among the Well-Being Variables
The two mother distress measures (negative impact and symptom checklist) were positively related (r = .55, p < .001). Mothers' positive impact scores correlated negatively with negative impact, r = − .60, p < .001, and symptom checklist, r = − .24, p < .01.
Mother Well-Being by Child Diagnostic Groups
The first question asked whether mothers' scores on the measures of parenting stress, psychological symptoms, and positive perceptions varied across diagnostic status groups. Table 2 shows the sum scores on each of these well-being measures. The status group scores differed significantly across the measures of stress and psychological symptoms. ASD group mothers scored highest on each of the two distress indicators, and scored lowest on the measure of positive perceptions. While the scores of the ASD group mothers differed significantly from the TD group mothers on all measures, they did not differ significantly from the ID group mothers on any measure.
Mother Well-Being and Child Disruptive Behavior Disorders
The second question asked whether the measures of mother well-being indicated greater distress when the youth also had clinical level disruptive behavior disorders. Previous examination of this sample found that the youth in the TD, ID, and ASD diagnostic groups differed significantly on every measure of behavior disorders examined (Baker and Blacher 2015) . These included CBCL scales (Total, Externalizing and Internalizing broad bands, and ADHD, and ODD clinical scales) and DISC domains (ADHD, ODD). In every one of these comparisons, youth with ASD had the highest scores.
The present analyses included three measures of behavior disorders (CBCL total scores and DISC ADHD and ODD scores). These were transformed into binary variables, denoting at or above vs. below clinical level cut-offs. The CBCL total score cut-off for borderline/clinical level is a score of 60 or higher. For DISC diagnoses (ADHD and ODD) clinical level criteria followed those designated in the DSM-5 (APA 2013). These behavior disorder measures were related to three measures of mother well-being-reported negative and positive impact of the youth on the family, and mother psychological well-being. Table 3 shows analyses of the parent well-being variables, by status group (TD, ID, ASD) and the presence (Yes, No) of youth clinical level behavior disorders. The table shows the results when the behavior disorder outcome was CBCL total score in the clinical range, DISC diagnosis of ADHD, or DISC diagnosis of ODD. Status Group was significant in 7 of the 9 analyses, not accounting for significant variance in FIQ Positive scores in two analyses. Clinical behavior diagnosis was significant in all 9 analyses, and also accounted for more variance than the status group in all but one analysis. Thus, mothers' parenting stress and psychological symptoms in the presence of a developmental disability (ID or ASD) were additionally impacted by the presence of a youth's clinical level behavior disorder. Too, positive perceived impact of the youth on the family was significantly lessened in the presence of a behavior disorder.
Dispositional Optimism as a Protective Factor
Our third question asked whether the negative impacts of youth disability group and behavior disorder diagnosis on maternal well-being would be affected by mothers' dispositional optimism. The LOT-R measure of optimism correlated negatively with FIQ negative impact (r = − .44, p < .001) and the Symptom Checklist (r = − .35, p < .001); it was not correlated significantly with FIQ positive impact (r = .14, p = .075). Six regression analyses were run, with two mothers' scores as DVs (FIQ negative and the SCL). Predictors were youth status group, clinical range behavior problem (yes, no), and level of mothers' optimism. Table 4 shows these results, with dispositional optimism accounting for additional significant variance in each analysis.
Level of Risk
We further examined these data from the perspective of combined risk. We created a three level "risk" variable, based on whether the child had ASD or ID (No, Yes) and whether there was a clinically significant behavior disorder, ADHD and/or ODD (No, Yes). A risk score of 0 was assigned to typically developing youth with no behavior disorder. A risk score of 1 was assigned to youth with either a developmental disorder (ID, ASD) OR a clinical level disruptive behavior disorder. A risk score of 2 was assigned to youth who had both a developmental disorder AND a disruptive behavior disorder-arguably presenting the greatest challenge to their parents. We examined the effect of optimism in the presence of risk; for illustration, we recoded optimism as a three-level variable. Cut-off points were determined from the frequency distribution and were selected to yield three groups as equal in size as possible. The low optimism group scored 14 or below; the moderate optimism group scored 15-18, and the high optimism group scored 19 or above. The relationships between optimism and the three levels of risk are shown in Fig. 1 for mothers' parenting stress and in Fig. 2 for psychological symptoms. The levels of risk and of optimism have highly significant relationships with the mother well-being variables in both analyses. The risk x optimism interaction approached statistical significance for psychological symptoms (p < .05) but not for parenting stress. As seen in the figures, while there were no apparent benefits of higher dispositional optimism when the risk score was zero (youth with TD and no clinical level behavior disorder), the protective value of high optimism relative to pessimism became apparent by risk level 2 for parenting stress and by risk level 1 for psychological symptoms.
Discussion
This study examined 13-year-old adolescents and their mothers, to address questions stemming from the demonstrated heightened disruptive behavior problems in youth with intellectual disability (ID) or autism spectrum disorder (ASD) compared to those with typical cognitive development (TD). The first aim was to determine the impact of the developmental disorder itself on mothers' well-being. The second aim was to examine whether the presence of a youth's co-morbid behavior disorder heightened the negative impact. The third aim was to assess whether the personality trait of dispositional optimism mitigated some of the negative impact of youth developmental disorders and behavior disorders on mothers' well-being. While most studies in this area include only one measure of behavior disorder and a wide age range of participants, here we have broadened the assessment protocol to include multiple assessments of mothers' well-being and narrowed the focus to early adolescence.
To summarize, we found that mothers of youth with ASD or ID, on average, experienced heightened stress and psychological symptoms and lower positive impact compared to mothers of children with TD. While mothers of youth with ASD reported consistently higher distress than mothers of youth with ID, these differences generally were not significant. However, we note that Totsika et al. (2011) , studying parent well-being in a much larger sample of children ranging in age from 5 to 16 years, found that ASD but not ID was associated with greater maternal emotional distress. We further found that mother's well-being related more significantly with youths' clinical level disruptive behavior disorders than disability status. However, a positive outcome was that the impacts of both youth disability and disruptive behavior disorder on mothers' well-being were buffered somewhat if she had an optimistic outlook on life. Simply put, dispositional optimism lessened the impact of child challenges.
As noted, our findings were a snapshot at one adolescent age. Other studies of youth during the "storm and stress of adolescence" (Casey et al. 2010) found that heightened emotional distress was not uncommon in typically developing youth, but for most, this tumultuous period did subside. Future research might follow the trajectory of clinically significant behavior problems, both internalizing and externalizing, in youth with ASD, to determine whether clinical level behavior disorders persist across adolescence into young adulthood. It would be equally as important to determine whether collateral effects continue to be felt by parents.
We will highlight three important questions raised by the present findings. First, is there a reciprocal relationship between youth disorders and maternal well-being, such that these two domains affect each other across time? Our study was limited to correlations obtained at only one time-point. However, related evidence, obtained from this same sample assessed annually from ages 3 through 9 years, are suggestive. Neece, Green, and Baker (2012) employed cross-lagged panel analyses to examine the mutual effects of child behavior problems and parenting stress across these years. There was strong evidence for repeated bi-directional influences for both mother-child and father-child analyses.
Second, if further research supports the reciprocal influence of youth behavior disorders and parental well-being, what are possible mechanisms mediating these relationships? For example, does lowered maternal well-being lead to fewer, or different, facilitative parenting behaviors that in turn negatively affect the child? Seymour et al., (2013) posited fatigue as a mediator, whereby child behavioral challenges wear mother out. In turn, fatigue may lead her to utilize ineffective coping strategies and thus increase her own stress. Others have posited the notion of "autism related parenting," whereby parents adjust their own behavior to accommodate the ASD of their child (Maljaars et al. 2014) .
Third, what are the implications of these findings for interventions with youth, parents, or families? Even in the absence of evidence that the correlational relations revealed herein are bi-directional, it is clear that interventions that reduce disruptive behavior problems would benefit youth, and interventions that reduce stress and increase coping would benefit parents. While ASD interventions are focused primarily on the youth, the present study, and others documenting parents' increased stress in the presence of disability and/or behavior disorders, support the value of interventions also focused on parents' coping and well-being (Karst and Van Hecke 2012) . Some recent interventions have involved cognitive restructuring, relaxation training, or mindfulness education to promote a change in parents' outlook or perspective in youth adolescence (Crnic et al. 2017; Singh et al. 2014) . Others involve parents and youth together. One promising intervention that reduces the transportation and waiting burden on parents, especially in rural areas, is Facing your Fears. This "telehealth" program delivers cognitive behavior therapy for anxiety disorders to small groups of youth with ASD and their parents, through clinic-to-home videoconferencing (Hepburn et al. 2016) . The program was based on a manualized, family-focused, group intervention for youth with ASD (Reaven et al. 2012 ).
As in every study, there are inherent limitations here. First, we did not have a standardized diagnostic protocol for the youth with ASD, which some readers may view as a limitation. As all of these youths were 13 years old, with long histories of autism diagnoses and reimbursed services as youth with ASD, we did not at the time consider a further assessment necessary. Second, while having a sizeable sample of all 13-year-old adolescents yields interpretive advantages, there are limits to our ability to generalize findings over a wider age range or longitudinally. The onset of adolescence, however, is one of the most challenging periods in the lives of most families (Casey et al. 2010; Wiener et al. 2015) , adding yet another stressor to the "double whammy" of having a child with a disability and a behavior disorder. In a conceptual paper, Picci and Scherf (2014) speak to the dramatic changes adolescence brings in behavior and neural organization, and the greater risk for individuals with autism, where almost a third show marked decline in adaptive functioning during this time. Thus, while the present study views parents and youth through a narrow window, it provides a clearer look into this potentially difficult developmental period.
A third limitation, though also common to studies pertaining to families, is the over-reliance on mother-report measures to assess both child challenges and her own wellbeing. This was countered somewhat by incorporating the DISC (Shaffer et al. 2006 ) as a second measure of child mental health. Even though mothers were still the respondents, trained interviewers administered a highly structured protocol that was less susceptible to biased responding. There is evidence of high agreement between mothers' scores on the CBCL and on an interview-based assessment of co-morbid psychopathology in children with ASD (Gjevik et al. 2015) .
We conclude with the message that there is a silver lining to these findings, as the prevailing literature that suggests dispositional optimism is beneficial to one's physical health (Carver et al. 2010; Taylor 2010) appears to be applicable to mothers' mental health during the onset of adolescence in their children, especially in the presence of disability and/ or behavior disorders . Future research directions might explore whether these mothers can maintain positivity in other contexts (Algood et al. 2013) or during other periods of the life-course if, or when, adverse events occur.
